MISSOURI DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC MEALTH AND WELFARE » 1 i
DO NOT WRITE Registration Districy No. ______ q_.....__.l’rlmary Registration District No. ﬂ?_z__.,kegismrr'a No. -_f__.__._ -

ON THIS 5TUB
a. COUNTY - Ca 55
b. CITY (If outside corporate limits, give TOWNSHIP anly)

R
TowN ‘Hgrrisonville

. FULL NAME OF {If NOT in hospital, give location)
HOSPITAL OR

INSTTUTION Memorial Hospital

. NAME OF DECEASED
{Typs or print)

~63-010794_

STATE FILE NUMBER

AMENDED

2. '-IJSUAI. RESIDENCE (\jlﬂ_'l‘era deceased lived. If institution: Residence before
o STATEM g sourib CONY - Cags
<. CH'Y

own Harris onville

d. STREET {If cutside, give_ iocation}
APDRESS 607 W. Mechanic

e -DATE Month Day
DE.ATH Mareh 17, 1963

9. AGE (last birthday) | IF UNDER ] YEAR (F UNDER 24 HR
Months Days Hours Min.

VS§ 300
"Rev. 4/59

admission)

Length of stay in 1b

2 days

Inzide Limits
Yes g Ne (1

Insidle Limits
Yo T Ne O
Retide on Farm

Yes [1 No E

DATE AMENDED

Middle . Last
CALVIN Del,ozier

7. Married }  Never Married [
Widowed [] Divarced []

. First
HERSHEL
&4, COLOR OR RACE

White

Year

. SEX

Male

10a. USUAL OCCUPATION

during. most of \g\_ro:rlning life, even if retired)

Give kind of work done

ERETT EABIEE

8. DATE OF BIRTH i

1.0/7/1909

il

BIRTHPLACE {City and state or country)

12. CITIZEN OF WHAT COUNTRY

" Henry County, Mo. USA
La%ﬁ%%rMAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Joanna Briggs Ora Lee Delozier
15. WAS DECEASED EVER IN U.5. ARMED FORCES?

16. SOCIAL SECURITY NO. [ 17. INFORMANT o J
(Yes, no, or unknown]' [If yos, give wer or dates of 60'f dgru Tle Chanic

no b |[Mrs Ora Deloxie

18. CAUSE OF DEATH (Enter only one cruse
PART

130, FATHER'S NAME

William D, Delozier

T—Lq rrisonyi
per
I. DEATH WAS-CAUSED BY:J /= o - : . - -| JONSE mo,namn_
wwzorate cause 0 AN AN TPNA %f e

DOCUMENT

DUE TO (b}

which gave rise to

sbove cause [a),
stabing the under-
lying couse ' last,

INSTEAD OF

Conditions, if any, ]

DUE TO (¢)

QTHER* SIGNIFICANT CONDIT!ONS CONTRIBUTING TO DEATH but naot related to the terminal
disease condition given in PART I (a)

PART Itl. |f deceased was female was
there » prognancy in last 90 days.!

[OYes [ O N | O nknown
20b, DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART'l or PART 11 of item 18.)

PART |1,

19. WAS AUTOPEY
PERFORMED
YES O NO

20c. TIME QF
INJURY

20a. ACCIDENT  SUICIDE  HOMICIDE
. a ] 0

Hdi Month, Day, Year I
a.m.
p.m.
INJURY OCCURRED

WHILE AT WORK []
NOT WHILE AT WORK ]

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

" MEDICAL CERTIFICATION

20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION

farm, factory, street, office bidg., etc.)
N, .

7
m on the date stated sbove, and to the best of my knowledge, from the causes stated.

22c. DATE SIGN
(State)

20d.
S =

-

—tgr
nd last saw iy, 8live

OR ‘
TYPEWRITER RIBBON

. I attended the deceased fro

Death occurrad at 7

N

I <.

USE BLACK INK

SHOULD READ

g Sy o INAS LA o
22d. LOCATION (City, town, or county)

Englewood Cemetery ‘Cllnton. Missouri
.25. DATE RECD. BY LOCAL REG. RAR'S SIGNATURE

Harrlsonville. No, 3~2F—£63

{Licensed Embalmer’s Statement on Reverse Side)

23a. BUR EMAT| B
REMOVAL (Spec:fv)

24. FUNERAL DIRECTOR

Atkinson Dickey,

BY AFFIDAVIT OF

ITEM NO.




- . T . .

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

or by

working under my personal supervision.

Signature of Student Embalmer ’
: Licensed Embaimer No.igé_z-__

Student.

e

P. QA
Note: The above MUST BE SIGNED. BY THE.- I.ICENSfD EMBALMER in his OWN HANDWRITING:

- wﬂ'h ‘the above constitutes grounds for revocation of Ilcense)
if embatmed by a STUDENT, hé also shall sign in his OWN handwrmng
If this body is not embalmed, fact should be so stated above.

(Failure to comply




